of illuminating theatres, the use of lamps placed close to the operator was unavoidable when working deeply in the pelvis, whereas the mirror method enabled one to throw an adequate beam of light directly into the pelvis, when the patient was lying in the Trendelenburg position. In London, where so much work had to be done in artificial light, the advantages of adopting this method appeared to be very great.
Dr. HERBERT SPENCER said he had been, very much impressed with the value of this method of lighting the operating table when he was in Berlin last year. It was not, however, quite so free from drawbacks as Dr. Eden thought, several operators finding it advisable to use drab or green sheets on the abdomen to diminish the glare. This method of illumination was most valuable in the extended operation for cancer. He thought the single mirror was sufficient; multiple mirrors, while obviating shadows, were more complicated and expensive and increased the risk from dust. They were arranging to have the light installed at University College Hospital. They were all much indebted to Dr. Macnaughton-Jones for bringing before them so many photographs illustrating the various methods of mirror lighting.
Adenomyoma in the Recto-uterine and Recto-vaginal Septa. By CUTHBERT LOCKYER, F.R.C.S. NEW growths which can be definitely proved to arise in the connective -tissue space which intervenes between the rectum on the one hand and the uterus and the vagina on the other mnust be extremely rare or else escape diagnosis. During my fifteen years' experience in the Out-patient Department of the Samaritan Hospital I can only recall two such cases. Dr. Wallace, of Liverpool, has told me of his experience with a similar case, and Mr. Clifford White states that three cases have come under observation during his term of office as Obstetric Registrar at University ,College Hospital, London. I can find no mention of such a condition in -the forty-nine volumes of the Obstetrical Society of London.
The first case I saw was sent to me by Dr. Phillips, of Ealing. 'There was a teat-like projection in the right vaginal fornix; the vaginal skin covered it; there was no ulceration; the growth lay close to the .cervix on the right side and was long enough to be palpable before the examining finger reached the vaginal cervix. There was no projection into the rectum in this case. No operation was performed.
The second case is the one shown to-night. The patient was sent to me by Dr. Lewis, of Kensington.. Her complaint was vaginal haemorrhage and pain. She was aged 35; married 18 years, sterile.
Had led a single life for thirteen years. The periods had always been regular, but for twelve months the loss had been excessive, and particularly so for the last three months. There was great pain in the rectum and defaecation had become very difficult. The pain had been very severe for the past three months, and the patient felt as if " something prevented the bowels from moving." The pain was always worse at night. For several weeks the patient had been laid up in bed. The haemorrhage for the past few.weeks had been practically continuous, but there had never been any bleeding from the bowel. On examination, a curious hard mass was felt in the posterior vaginal fornix; it was definitely fixed to the supravaginal cervix and adhered to the pelvic floor. The vaginal cervix was normal. Per rectum the mass was found to project anteriorly into the lumen of the bowel, but the mucous membrane was intact over it. The case was examined by Mr. Malcolm and Dr. Roberts, but no definite diagnosis was made. It was very noticeable that although the vaginal cervix was normal the upper part of the posterior vaginal wall for the space of II sq. in. was puckered and presented blue points like varicosities. The skin surface, however, was quite intact. At the operation on November 28 I was assisted by Dr. Hubert. Roberts and Mr. Roy. The patient was placed in the Trendelenburg position, the intestines packed away, and the pelvic structures carefully examined. The appendaaes were normal and the uterus smal]. Therewas no infiltration in the fornices. The rectum and uterus were fused together below the peritoneal reflection so that the two structure3 could only be moved en masse from side to side. As it was impossible to remove either viscus apart from the other I proceeded to take rectum and uterus together. For this purpose I began as for a Wertheim's panhysterectomy by dissecting out the ureters; the left ureter was very intimately adherent to the side of the rectum, to the growth and to the vagina. The right duct was not adherent; its course was unaltered. After displacing the ureters and ligating the uterine vessels I divided the parametric tissues as far out as possible, using Wertheim's large parametric forceps for clamping. Being anxious to do as much dissection as possible before excising the bowel, I next carried the vesico-vaginal separation farther down and opened the vagina in front. The uterus was now freed of all its connexions excepting for its attachments to the rectum (by means of the growth) and to the undivided posterior vaginal wall. The rectum was next divided between clamps and the proximal Lockyer: Adenomryomca end wrapped up and held aside in the upper angle of the wound. The distal part with the uterus was then removed as follows: The bowel being freed from its cellular attachments was clamped as low down as possible beyond the growth, the clamp including the hitherto undivided posterior vaginal wall. The edges of the vagina were ligated by several interrupted silk sutures. The edges of the rectum were invaginated and then oversewn. The cellular tissues were tied off and the peritoneum of -the pelvis closed. I thought it wiseto use a vaginal drain, contrary to my invariable custom with a Wertheim operation for carcinoma cervicis. 'The sigmoid or upper free end of the bowel was brought out through -a fresh lateral opening in the left iliac region and the central abdominal wound closed, two drainage-tubes, however, being inserted down to the closed peritoneal level. The fluid collected in the drainage-tubes twenty-four hours after the operation was examined by Dr. Topley, who reported that it yielded a pure growth of Bacillus coli.
The convalescence was disturbed, but the abdominal wound never broke down and is now healed, and the patient is at present able to be sitting up, though still in hospital.
AMicroscopically, the growth has the structure of an adenomyomiiai.e., it is composed of dense fibro-muscular tissue in which are sparsely scattered simple gland tubules surrounded by very cellular tissue, similar to that seen around the tubules or follicles of an adenomyoma of the uterus. Histologically, therefore, the growth is comparatively benign, yet if the naked-eye specimen is examined it will be seen that the
Microscopical section of the growth. cervix is definitely invaded by it, as also is the anterior wall of the vagina. There are large haemorrhagic areas which run down from the centre of the growth to the vaginal mucous membrane. The clinical observation that the naucosa of the bowel was intact was quite correct, the only surface lesion being the puckering of the posterior vaginal wall. I should suggest that this growth arose in some vestigial remains of the Wolffian duct. Such remains generally result in cysts, if they take on any activity at all, and a fact which I have not hitherto published about these cysts is that they have been observed by me to Ni k.4 K~ burrow into the posterior wall of the cervix uteri. Here we have a solid glandular growth behaving in exactly the same way as that which I have long known cysts capable of doing-eating its way into the posterior wall of the cervix. So far as my experience goes, these cysts from embryonic remains do not, however, invade the rectal wall; it takes a solid growth to lay hold of the more evasive and comparatively mobile bowel.
As for the correct treatment for solid invading growths of the rectovaginal septum some doubt may perhaps arise. When I found this apparently malignant growth had all the benign characters of a fibroadenoma or adenomyoma I naturally asked myself if an operation of such severitv as that which I performed was justifiable. On the whole I am inclined to think it was, first for reasons appertaining to the bowel. The lumen of the gut, as the specimen clearly shows, was seriously narrowed, and colotomy would ultimately have become necessary had nothing more radical been done. Secondly, for some reason or other, there was continuous pain with nocturnal exacerbations, which could not have merely been tenesmus. An alternative procedure, in the full knowledge that the growth was comparatively innocent, would have been to cut through the growth, remove the uterus, excise the. portion of growth in the anterior wall of the bowel, and sew up the wound in the latter, and so avoid'a permanent colotomy. Whilst under the impression that I was dealing with a malignant growth I entertained the idea of doing the combined abdomino-perineal operation which is. performed for rectal carcinoma, but the high mortality of this operation inclined ine against carrying it out; moreover, I had twice before removed the greater part of the rectum during hysterectomy with complete success,l whereas I have had no personal experience with the abdomino-perineal operation. I therefore preferred to err on the safe side, and this leaves me with the unpleasant duty of having to explain to the patient that her colotomy wound is permanent. , I ' Vide Trans. Obstet. Soc. Lond. (190G), 1907, xlviii, pp. 84 90. 
DISCUSSION.
Dr. MACNAUGHTON-JONES said that he listened with great interest to the particulars of -the case described by Dr. Cuthbert Lockyer, as he had himself seen a somewhat similar condition this year. The patient was a married woman, aged 66, a nullipara. She had suffered some time from discharge and some slight bleeding. There had been no pain, but some difficulty with the bladder and bowel. A digital examination had been made, and the condition was declared to be malignant and inoperable. A bimanual examination under an anesthetic revealed a small cervical polypus, and a fibrotic uterus. The vaginal mucous membrane was healthy, so was that of the rectum. Posteriorly, a hard mass occupied the recto-vaginal septum, and included the entire posterior aspect of the vagina for its upper two-thirds, encroaching laterally for some distance. Also, anteriorly between the bladder and vagina there was another similar growth. Both were very hard to the feel. The uterus was thoroughly curetted out, and some fair-sized pieces of tissue removed for examination. Apart from the polypus the removed tissue showed some infiltration, with small round cells, and some groups of spindle and stellate cells in a stroma of fine fibrous tissue. No definite pronouncement could be made as to whether the condition was of an inflammatory or incipient sarcomatous nature. It was six months since the curetting was done, and quite recently he heard that the patient was in good health, and not suffering to any extent.
Mr. CLIFFORD WHITE said that two cases of growth of the recto-vaginal septum had been admitted into University College Hospital during the last year. It so happened that he had examined both patients under aniesthesia on behalf of the gynecologist under whom they were admitted, and removed a small portion of the growth for microscopic examination. Both cases were clinically malignant, but the sections of both tumours showed apparently simple adenomatous tissue. There were glands lined by a single layer of epithelium, separated from the connective tissue by a definite basement membrane. No proliferation of the epithelium was present. The connective tissue was fibrous and muscular and contained much lymphoid tissue. The squamous vaginal epithelium was thickelied but not epitheliomatous. Their clinical histories were: One patient was a married woman, aged 36, whose only pregnancy had ended in a ten weeks' miscarriage four years before. She was admitted to University College Hospital, under Dr. Herbert Spencer, on November 26, 1912, complaining that for four months she had had pain in the lower abdomen and back and slight menorrhagia. Brownish leucorrhoea had been noticed, but had not been present for two months; She was examined under anaesthesia on November 28, and a hard, nodular, fixed mass, 1i in. in diameter, in the recto-vaginal septum was found; to the right of this was a slightly larger mass which felt like enlarged glands. The right utero-sacral fold was thickened and nodular up to the pelvic brim. The rectal mucosa was freely movable over the tumour and was not ulcerated. The vaginal mucosa was thickened and fixed to the growth, but was not ulcerated. The growth and the thickened part of the vaginal mucosa were 1 in. from the portio vaginalis, which, with the intervening tissue, was apparently healthy. The uterus and appendages were normal. No operation was attempted. The second patient was a single woman, aged 35, who was admitted to University College Hospital, under Dr. Blacker, on August 15, 1912 . She complained that for two years she had had pain in the back (increased during and after menstruation), constipation, and painful defaecation. Menstruation was regular and profuse. No obstetrical history. Under an anvesthetic he found the uterus and appendages healthy. At the top of the vagina, behind, and on the left side, was a firm tumour which had grown into the recto-vaginal septum. The vaginal mucosa was thickened and adherent to it but was not ulcerated; the cervix was healthy. Per rectum, the growth was as large as a hen's egg. The rectal mucosa was freely movable over it and was not thickened or ulcerated. The patient was not operated on at the time and was lost sight of till December 30, 1912, when he saw her again. The growth was now 3 in. in diameter and had invaded the rectal mucous membrane, which was thickened, warty, and adherent. There was, however, no ulceration and the growth was not friable. No signs of metastases could be found, otherwise the tumour resembled an ordinary malignant growth. He thought the close relation of the growth to the vaginal mucosa in the early stages of the disease, and the mobility of the rectal mucosa at that time, might be of importance in endeavouring to elucidate the origin of these growths. The PRESIDENT (Dr. Amand Routh) alluded to the case of a lady, aged 20, where there was a solid mass between the supravaginal cervix and rectum, and in the base of the left broad ligament. The vaginal wall over the growth was fixed and bulging and covered by warty growths. The rectal mucous membrane over the growth was also fixed. It was believed to be sarcomatous by Dr. Cullingworth and Dr. William Duncan, who also saw her. The patient's friends refused to allow a piece to be removed per vaginam for microscopical examination, and nothing was done, and the growth continued to grow. Her local doctor became aware that the father of the patient had had syphilis before marriage, and thinking this might be a late evidence of congenital syphilis, ordered large doses of iodide of potassium, and Dr. Routh was able to bear testimony to this doctor's statement that the hard mass had almost completely disappeared in six months' time.
Dr. HERBERT SPENCER thought these cases were rare; he had met with two which appeared clinically to be malignant but showed the structure of adenomyoma on microscopic examination. The first case, which had been alluded to by Mr. Clifford White, occupied the recto-vaginal septum below the posterior lip; the tissues around the rectum were infiltrated up to the pelvic wall and the exudate was nodular. The microscopic examination showed the growth to be " adenomyoma." As the patient was in good health he proposed to watch the case for the present. We knew little of the natural history of this condition, and Mr. White's observation of considerable growth in the course of a few months was important. lie did not think such a serious operation as excision of the rectum was indicated for this condition; indeed, it had been shown by Fiith and Renisch to be unnecessary. As, however, the growth so closely simulated malignant disease, the importance of excision of a piece of the growth for microscopic examination before removing the rectum was an obvious lesson we should learn. In his second case the tumour occurred in a loop of the sigmoid flexure which was adherent to the uterus, and an interesting point was the presence bf a second tumour at the site of another adhesion. The larger tumour was nearly as big as a walnut. In this case he had intended to perform hysterectomy for multiple recurrent myomata, but, finding the growth in the sigmoid and apparently secondary glands (which proved to be movable myomata) beneath the peritoneum, he closed the abdominal wound without removing anything; unfortunately, the patient died of embolism on the thirteenth day. A few records had been published of similar tumours under the name of " adenomyositis uteri et recti." He thought the name was a good one, pointing to its probably inflammatory origin. In his second case the tumours occurred at the site of adhesions, and apparently in Dr. Lockyer's case the rectum was adherent to the back of the uterus, for the peritoneum was reflected from the uterus at the level of the internal os instead of from the vagina below the posterior fornix, and the small tumour shown was not big enough to strip up the peritoneum of the pouch of Douglas to this height. A very interesting point was the origin of the glands. It was, of course, easy to guess that they were of Wolffian or Miillerian origin, but he believed the most recent researches on the subject traced them to the peritoneal endothelium (R. Meyer, Amann, Renisch). But the pathogenesis and natural history of this interesting condition and the part played by inflammation and infection were still very imperfectly known.
Dr. BLACKER thought that there was another source of origin for these curious tumours-namely, that they arose from sequestrated portions of the cervix uteri in the posterior fornix. In the case under his care, narrated by Mr. Clifford White, the vaginal portion of the tumour was close up to the cervix. He had seen, curiously enough in a woman with syphilis, a true adenomatous tumour arising. in the posterior fornix, which he had mentioned to the Section on a previous occasion, and very possibly all gradations might be met with from pure adenontata to the peculiar adeno-myoma so well described by Dr. Cuthbert Lockyer.
Mr. MALCOLM said that he had had an opportunity of examining this patient and that he had never before observed conditions exactly like those found. There was a very tender growth in the posterior wall of the cervix uteri or behind the cervix and firmly fixed to it. The abnormal mass was apparently about the size of a walnut and it did not involve the vaginal or the rectal mucous membrane, although it seemed to push against both. When the parts Lockyer: Adenom,yonza -were manipulated some red discharge escaped from the os uteri. It seemed possible that there was a malignant growth of the upper part of the posterior wall of the cervix, extending backwards to the rectal wall, as Dr. Blacker had suggested. As an alternative diagnosis, it seemed possible that a Fallopian tube or an ovary was fixed very low down in the pouch of Douglas, and was subacutely inflamed. But a tube or ovary in this position must have been pressed firmly downwards and the cause of such a downward pressure was not apparent, so that this diagnosis did not seem satisfactory. The speAker recommended that an exploratory operation should take place in the hope that the growth might be removable' and because of the obviously unfavourable outlook if no relief was obtainable from surgical treatment. He was sorry that he had not been able to be present at the operation.
Dr. LOCKYER was much gratified by the discussion which this case had evoked, and was particularly interested in Mr. White's account of the three similar cases which were seen at University College Hospital, and he hoped Dr. Spencer would operate on the case under his care. In reply to Dr. Spencer, there were no signs of peritoneal adhesions. Whether there had been any retroperitoneal cellulitis prior to the growth, Dr. Lockyer could not say. One anatomical fact was clear-the pouch of Douglas had been displaced upwards for several inches by the intervention of the growth, between rectum and cervix. Dr. Lockyer noted that Dr. Blacker agreed with his view that tlle growth sprung from vestigial remains, but that he (Dr. Blacker) favoured the view that these " rests " were probably of Miillerian origin and not Wolffian. That was a point which Dr. Lockyer could not dispute and which he con-;sidered difficult to settle.
